patients who had more than 100 polyps areas of apparent confluence were encountered, which made accurate counting above this figure impossible. There was an increase in two patients and no change in another two. In the remaining 14 there was a decrease from a median of 50 (range 2-100) to 22 (range 0-50) . Overall the change between the counts during the operation and those after was significant (p= 0002). There was no relation between the size of the decrease and the duration of the interval between counts. Polyp counts during operation and at follow up.
Comment
Bussey et al have studied the reliability of polyp counting with particular reference to the variation between two observers.4 They reported counts by different observers to vary by not more than 27%. In the present study a standardised technique and, in most cases, the same observer were used to minimise even this variation. Allowing for a 30% error in the number of polyps recorded for any pair of observations, the counts obtained in our patients still show a significant decrease.
Many factors have been suggested to account for the regression of polyps. They include a decrease in the pH of the faecal stream, a reduced rectal blood supply, and the removal of a colonic "stimulating factor." The relation between regression and the development of carcinoma is interesting. It cannot be said that an absence of rectal polyps provides complete protection against carcinogenesis. Several cases of carcinoma in patients who do not have polyps have been recorded.' The question of whether repeated trauma from fulguration or biopsy may be a precipitating factor has been raised.
Cancer of the rectum has not been seen in patients who undergo spontaneous regression.' Some patients who undergo regression subsequently develop further adenomas, mainly at the site of anastomosis. Regression of polyps does not reduce the necessity for a policy of intensive surveillance. *At presentation all patients were using lamps with an output of 0 1 kj/cm2/h, but some had previously used lamps with lower outputs.
All of the patients were mildly tanned at presentation. The skin on the dorsum of the hands appeared thickened and inelastic. Clear and blood filled blisters had arisen on non-inflamed skin on the dorsum of the hands and feet and on the shins in each patient. Hyperpigmented scars and milia formed when these blisters healed. General examination was normal in all cases. Three patients were taking an oral contraceptive, one sometimes took tablets of frusemide because of ankle swelling, and two were not taking any drugs.
Porphyrin analysis (porphyrias service, Western Infirmary, Glasgow) of blood, urine, and faeces yielded normal results in each case. Histological examination of skin biopsy specimens from four patients showed subepidermal blisters associated with minimal infiltration of the dermis by inflammatory cells. Basement membrane positive for periodic acid Schiff was prominent around dermal blood vessels. Electron microscopy showed separation in the superficial collagen beneath the basal lamina. Specimens from two patients were examined by direct immunofluorescence and showed dense deposition of IgG and C3 along the zone of the epidermal basement membrane and around the blood vessels. Several months after their last exposure on a sunbed four patients were phototested with an irradiation monochromator at 300 nm (ultraviolet B) and 350 nm (ultraviolet A). Erythematous responses 24 hours later were within the normal range. Three to six months after the patients abandoned the use of sunbeds some lessening of skin fragility had occurred.
Though the clinical features were similar to those of porphyria cutanea tarda, this disease was excluded by the normal results in porphyrin analysis. The relevance of the various drugs taken by some of the patients is not known, but the normal results of phototests in four patients do not support a drug induced phototoxic response. The mechanism of cutaneous damage by ultraviolet A irradiation is not known, but the level in the skin at which blister formation occurred and the results of direct immunofluorescence are similar to those in epidermolysis bullosa aquisita,' 2 which is thought to be immunologically mediated. Skin fragility after use of a sunbed has been reported previously, but the level of blister formation was not described.' At the time of presentation all of the patients owned solaria (sunbed plus suncanopy) that incorporated fluorescent ultraviolet-A lamps. Our patients' estimated cumulative whole body exposure to ultraviolet A from using a sunbed (9-77 kJ/cm2) is greatly in excess of the exposure of an indoor worker in the United Kingdom (estimated to be 1 kJ/cm2/year).4 One week of sunbathing at a latitude of 40°N would result in a maximum dose of ultraviolet A of around 0 3 kJ/cm2. Despite the massive exposures each patient achieved only a minimal tan. This contrasts with people who tan easily in natural sunlight, who can achieve a moderate tan in 10-20 half hour sessions on a sunbed (a cumulative exposure to ultraviolet A of 0 5-1-0 kJ/ cm2).
Although skin may become more fragile in only a few people who use ultraviolet A sunbeds, people who tan poorly in sunlight or require large doses of ultraviolet A to achieve a tan should be discouraged from using these sunbeds.
We thank our colleagues for referring these patients and Dr G Bird for performing the direct immunofluorescence.
Successful pregnancy after paratopic segmental pancreas and kidney transplantation
Over 1500 successful pregnancies have been reported in women taking immunosuppressive drugs after renal transplantation. Only nine pregnancies have been reported after renal transplantation in diabetic women,' although survival of diabetics after transplantation and of renal grafts in diabetics has improved considerably.2 We report a successful pregnancy in a patient who had received a combined renal and segmental pancreas transplant.
Case report
A 22 year old woman with insulin dependent diabetes from the age of 7 and renal failurc due to Goodpasturc's syndrome had a hacmoglobin Al concentration of 6-5% (normal range 6 0-8 5); C peptide could not be detected in her serum. She required insulin 0 6 U/kglday. She received a combined transplant of a kidney and paratopic segmental pancreas from the same donor in May 1984, after which she immediatelyZ became normoglyvcaemic. She remaincd independent of insulin and did not need to restrict her diet or take oral hypoglycaemic agents. Immur9suppressive treatment was 400 mg cyclosporin A and 9 mg prednisolone daily. She became pregnant 27 months after transplantation.
Plasma creatinine concentration fell from 203 ttmol/l at conception to 134 ptmol/l at four months and rose to 172 ptmol/l after delivery. Creatinine clearance rose from 33 ml/minute at conception to 63 ml/minute at five months and fell to 30 ml/minute after delivery. She did not have proteinuria, control of blood pressure did not deteriorate, and she did not develop urinary tract infections. Fasting blood glucose concentrations were normal, ranging from 3-5 to 4-3 mmol/l, and 24 hour metabolic profiles were within an acceptable range. Fasting insulin and proinsulin concentrations and results of oral glucose tolerance tests were within the range of concentrations seen in six healthy volunteers. She did not have peripheral hyperinsulinaemia. Immunosuppressive treatment was maintained at the prepregnancy dosage.
Ultrasound scans at 14, 18, 25, and 28 weeks' gestation showed a single viable fetus with a steady growth rate and an adequate volume of liquor. At the beginning of the 35th week ultrasound showed a decrease in the fetal growth rate and an elective caesarean section was performed. A healthy but small baby girl weighing 1690 g and with an Apgar score of 7 was delivered in good condition and with no congenital abnormalities. At nine months the child showed normal development.
Comment
Combined renal and pancreatic transplants in diabetic patients make possible a normal lifestyle and independence from insulin. In addition, the paratopic position of the segmental pancreas graft allows endocrine drainage through the portal vein with diversion of the pancreatic fluid into the stomach. Our patient tolerated her pregnancy well: the glomerular filtration rate showed a physiological response, there was no deterioration of glucose control, and the dosage of immunosuppressive drugs did not have to be increased. Peripheral hyperinsulinaemia did not occur, though it occurs during conventional insulin treatment and has been reported after heterotopic pancreatic and renal transplantation in diabetics.
Specific risks of immunosuppressive treatment with cyclosporin A with respect to the course and outcome of pregnancy have not been assessed. Very high doses of cyclosporin A (25 mg/kg/day) for over eight months induced cataracts in rats,4 and bilateral cataracts were reported in a child born after the mother received a heterotopic segmental pancreatic transplant with a simultaneous kidney graft.' This cataractogenic effect has not, however, been reported in patients treated with long term cyclosporin A. In our patient no specific complications related to treatment with cyclosporin A were seen.
This case report suggests that a well functioning kidney transplant and segmental pancreas allograft have sufficient functional reserve to cope with the physiological stress of pregnancy.
I Ogburn P'L, Kitzmiller JL, Hare JW, et Routine ultrasound screening in management of abdominal aortic aneurysm Abdominal aortic aneurysms may not cause any symptoms before rupturing and resulting in sudden death. In 1985 rupture caused 2861 deaths and accounted for nearly 1% of all deaths of men aged 65-79. Women in this age group are five times less likely than men to die ofa ruptured abdominal aortic aneurysm. Rupture is the third most common cause of sudden death.' It carries a high operative mortality (33% in a recent survey in our district, where mortality after planned operations in selected cases was less than 2%2). We assessed the benefit of offering ultrasound scanning to elderly patients.
Patients, methods, and results
Patients aged 65-80 in a general practice were offered ultrasound scanning. A total of 1404 scans was performed with a real time linear array ultrasound scanner (Picker LS 1500). The full length of the aorta and any non-aortic abnormalities were photographed and reported by a consultant radiologist.
Of the 1312 patients (93%) whose scans successfully identified the aorta, 1236 were not followed up as the aorta was <3 0 cm in diameter; 62 were seen within one year (42 with aorta measuring 3 0-3 4 cm and 20 with aorta 3 5-4-4 cm), 10 within three months (aorta 4 5-5 9 cm), and four within one month (aorta ¢6 0 cm). Three patients had successful operations on the aneurysm, one of which ruptured a few days before the planned date of the operation. Five patients died, none from ruptured abdominal aortic aneurysm. Other abnormalities detected during scanning were cysts (18 patients), gall stones (29), and other conditions (11).
Comment
The technique for detecting asymptomatic abdominal aortic aneurysm proved effective as a routine procedure. The median size of the aorta just above the swelling was 1-5-2-0 cm, and if the swelling was more than twice the original size of the aorta it was classed as an aneurysm. Expansion of more than 1 cm a year was considered to be a risk factor. Dilatation of 3 0 cm
